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Submission of New Content for draft Guidelines on Disability-Based Violence, by the Center for the Human Rights of Users and Survivors of Psychiatry

27 July 2026

The following are proposed as content to reflect issues that needed additional development.  Bracketed notes indicate reasoning where needed, or content that should be developed by others as it is outside the expertise of CHRUSP.

· DbV violence in psychiatry 

Psychiatric violence is a form of disability-based violence that is both systematic (widespread violations enacted pursuant to state law and policy) and systemic (arising from the configuration of mental health systems).   

Psychiatric violence encompasses violent acts, omissions or patterns of conduct that are perpetrated, authorized, tolerated or legitimized under laws, policies, practices, institutions, services or professional authority pertaining to mental health systems, or based on the pathologization of forms of distress, consciousness, emotional expression, children’s development (whether ordinary or divergent), life cycle events, behavior or decision-making as ‘mental health disorders’ or ‘unsound mind’. 

Instances of psychiatric violence include:
1) deprivation of liberty in mental health settings (state- or non-state-operated), for any duration, including deprivation of liberty of persons experiencing crisis, deprivation of liberty of persons deemed incapable of responding to criminal charges or criminally non-responsible, and any other short- or long-term stay in a mental health setting without the prior affirmative expression of free and informed consent by the person concerned;
2) the administration of mental health treatment, interventions or services without the prior affirmative expression of free and informed consent to the specific intervention, capable of being withdrawn at any time, by the person concerned; 
a. these include intrusive and often-irreversible modalities such as psychosurgery, electroshock and neuroleptic drugs, other psychiatric drugs, and psychosocial or behavioral interventions;
b. non-consensual administration may take the form of involuntary or coercive inpatient or outpatient treatment in mental health services; compulsory outpatient treatment; compulsory or surreptitious administration of drugs in a person’s home or place of residence by family or household members or by service providers; the concealment of drugs in food and beverages, conditions placed on obtaining any opportunity or benefit (such as housing, employment, disability pension, social protection, health insurance, health care, release from criminal liability or criminal detention, or privileges in criminal or other detention settings) that require a person to comply with mental health treatment, services or interventions; compulsory or non-consensual mental health interventions in criminal detention settings or other places of detention or institutions; or in any other setting for any purpose; 
3) the use of restraints (physical, mechanical or chemical; neuroleptic drugs always have the effect of chemical restraint when used without the person’s free and informed consent) or solitary confinement in mental health settings or in other settings based on mental health frameworks of pathologization;
4) the administration of contraception, abortion or sterilization in mental health settings or based on mental health frameworks of pathologization without a prior affirmative expression of free and informed consent by the person concerned; 
5) the use of threats, manipulation or other physical or psychological torture or other ill treatment to obtain compliance with any intervention, service, treatment or admission in mental health settings or based on mental health frameworks of pathologization;   
6) other cruel, inhuman and degrading treatment in mental health settings or based on mental health frameworks of pathologization including disability-based slurs or harassment, sexual harassment, sexual violence, other physical violence, and poor living conditions in mental health settings, including the denial of reasonable accommodation;
7) coercive practices in communities based on mental health frameworks of pathologization, such as: 
a. surveillance or required supervision of persons by guardians, family members or mental health services;
b. law enforcement or regulatory agencies’ profiling of persons as risks to themselves or others; or
c. conditions placed on housing, employment, education or other community participation, including of children in schools and daycare;
8) the deprivation or restriction of legal capacity based on mental health frameworks of pathologization;
9) economic violence such as forced labor in institutions and requiring persons to pay for their deprivation of liberty in mental health settings and other acts of psychiatric violence; and
10) any other use of mental health frameworks or pathologization to justify forms of coercion, control, detention, institutionalization or violations of bodily and mental integrity.

With respect to children, psychiatric violence refers to the pathologization of children’s emotional and developmental needs; any use of psychosurgery or electroshock; any deprivation of liberty, restraint or solitary confinement in mental health settings or based on mental health frameworks of pathologization; any use of psychiatric medication on children below the age of 18; and any other acts of psychiatric violence as described above. [Note: this limitation is protective of the child’s mental, emotional and physical development and the evolving nature of children’s legal capacity.]

Psychiatric violence contravenes Articles 12, 14, 15, 16, 17, 19 and 25 of the Convention.  Any deprivation of liberty based in whole or in part on a determination that a person has or may have a mental health condition constitutes arbitrary and discriminatory detention.[footnoteRef:1]  Any instance of mental health treatment, services, or interventions, or subjection to contraception, abortion or sterilization, without the prior affirmative expression of free and informed consent by the person concerned constitutes cruel, inhuman or degrading treatment or punishment and may amount to torture.[footnoteRef:2]  Poor living conditions, including the denial of reasonable accommodation, and exposure to additional forms of violence in mental health settings likewise constitutes cruel, inhuman or degrading treatment or punishment and may amount to torture.[footnoteRef:3]  Acts of psychiatric violence were recognized as violations even prior to the CRPD, but protection against them was negated by standards that prioritized medical judgment over the autonomy, personal freedom and physical and mental integrity of persons with psychosocial disabilities.[footnoteRef:4]   [1:  General Comment 1, paras. 40, 42; Guidelines on Liberty and Security, paras. 6-8, 10, 13-15, 16, 20.]  [2:  General Comment 1, para. 42; Guidelines on Liberty and Security, paras. 11, 12, 22 ; Special Rapporteur on Torture, A/63/175, paras. 38, 40, 41, 45-50, 57-65; Special Rapporteur on Torture, A/HRC/43/49, para. 37.]  [3:  Guidelines on Liberty and Security, para. 17; Special Rapporteur on Torture, A/63/175, paras. 52-54.  The totality of conditions inflicted, including disability-based deprivation of liberty and nonconsensual interventions, may meet the criteria for a torturous environment as described in Special Rapporteur on Torture, A/HRC/43/49, paras. 15(e), 68-70; see also Special Rapporteur on Torture, A/63/175, para. 65. ]  [4:  See Antonio Viana Acosta v. Uruguay, Communication No. 110/1981 (31 March 1983) and Special Rapporteur on Torture, E/CN.4/1986/15, para. 119; for further references and discussion see Tina Minkowitz, ‘The United Nations Convention on the Rights of Persons with Disabilities and the Right to be Free from Nonconsensual Psychiatric Interventions,’ Syracuse Journal of International Law and Commerce, Vol. 34, No. 2 (2007).] 


Under the CRPD, a person’s actual or perceived impairment cannot justify the restriction of a person’s legal capacity in respect of decisions about mental health services, at any time including during an experience of crisis, or any deprivation of liberty in mental health settings or linked to mental health frameworks of pathologization.  There can be no justification for psychiatric violence based on concepts such as ‘medical necessity,’ ‘medical emergency,’ ‘least restrictive alternative,’ ‘beneficial intent’ or ‘therapeutic purpose’ of mental health professionals, or a determination that such violence is necessary to prevent alleged risk to the person or to others.[footnoteRef:5]  [5:  General Comment No. 1, paras. 7, 21, 42; Guidelines on Liberty and Security, paras. 13-15, 22; Special Rapporteur on Torture, A/63/175, paras. 49, 50; Special Rapporteur on Torture, A/HRC/43/49, para. 37.] 


The state bears responsibility for promulgating laws and policies that authorize and facilitate psychiatric violence constituting the gross human rights violations of arbitrary detention, torture and other ill treatment, and psychiatric violence carried out pursuant to state law and policy by public or private actors, whether with direct state financing or through the delegation of state duties.  It also bears responsibility for psychiatric violence carried out by private actors as to which the state has not effectively exercised its duty of due diligence to prevent, protect against and redress.

· [bookmark: OLE_LINK2]Redress and reparations

States incur responsibility for disability-based violence directly attributable to the state and for the state’s failure to exercise due diligence to prevent violence by private actors.  They are immediately and unconditionally obligated to cease violations and must additionally undertake guarantees of non-repetition and provide remedies, redress and reparations to survivors.  

The obligation of cessation entails:
1) complete stoppage of all disability-based violence, including psychiatric violence, that has operated pursuant to state law and policy, through nullification of such law and policy and means such as the issuance and enforcement of directives capable of reaching all personnel responsible for carrying out the acts of disability-based violence, instructing on their cessation; 
2) the immediate exercise of due diligence to effectively prevent, protect against and redress disability-based violence by private actors; and
3) in both cases, ensuring that survivors are not further harmed and that their will and preferences are respected.

Guarantees of non-repetition include: 
1) law reforms beyond the immediate obligation of nullification, to:
a. repeal all laws, policies, financing, contractual arrangements, and standards for professional practice and service provision that authorize, facilitate, permit or otherwise perpetuate disability-based violence; and
b. reform legal frameworks of general application, including those on legal capacity and free and informed consent, in compliance with the Convention and as further elaborated in these Guidelines, to guarantee and strengthen the exercise of agency by persons with disabilities to prevent disability-based violence; 
2) the enactment of civil and criminal sanctions against all forms of disability-based violence, providing as appropriate for their inclusion in hate-crimes legislation and anti-torture legislation; [see section on legislative reforms]
3) ensuring that Independent Monitoring Mechanisms and National Prevention Mechanisms are properly mandated and empowered to respond quickly and effectively to all forms of disability-based violence; 
4) measures of awareness-raising, restorative and transformative justice practices, conflict mediation, victim services, and access to support for all concerned, as needed to prevent, protect against and redress disability-based violence in households, families, communities, and throughout programs and services for the general population and those directed to persons with disabilities; 
5) promotion and reflection in all state policy of a shift in societal understanding of crisis, distress and unusual perceptions and the development of relational, solidarity-based skills to support persons experiencing crisis with full respect for their fundamental human rights, meaning-making, will and preferences; 
6) full implementation of the 2022 Guidelines on Deinstitutionalization, Including in Emergencies, to end institutionalization in all its forms and eliminate services and programs that perpetuate disability-based violence; and
7) training of relevant personnel in the justice system, health care, social services, and prisons to understand, refrain from, and prevent the occurrence of any form of disability-based violence in settings under their control.

Survivors of disability-based violence are entitled to effective remedies and redress to stop any ongoing instances of violence and prevent their recurrence.  They are further entitled to reparations including: 
1) restitution (e.g. restoration of possessions, status or opportunities lost due to disability-based violence; the provision of identity documents without any discriminatory markers); 
2) habilitation or rehabilitation (e.g. access to all relevant supports and services, in accordance with the will and preferences of the person concerned, to address needs created by disability-based violence);
a. this includes support to identify, treat or adapt to harms caused by psychiatric medications, electroshock and other interventions, and to withdraw from psychiatric medications;
3) compensation at sufficient levels to redress the harms caused; and 
4) satisfaction (official acknowledgement of the violations that took place, acceptance of state responsibility, and formal apology).

Survivors of disability-based violence are entitled to pursue all available legal remedies, and restorative or transformative justice, for instances of disability-based violence by private actors.

With respect to systemic and systematic forms of disability-based violence, states must additionally:
1) establish mechanisms to investigate and publicize the nature and scope of such violence and make further tailored recommendations to ensure their complete eradication; and
2) undertake collective and systemic measures of satisfaction, including formal public apologies, negotiated with organizations representing diverse groups of survivors.

States must ensure that all proceedings and mechanisms providing remedies, redress and reparations to survivors of disability-based violence, including those related to systemic investigations, recommendations and measures, are easy to use, accessible, free of charge, and widely available.    

The design and implementation of all measures related to remedies, redress and reparation must closely involve survivors of disability-based violence and their representative organizations.

· Crisis support in crisis and outside the mental health framework  

A crisis might be viewed as beginning when a person identifies a need for support, or when they experience violence, discrimination or adverse treatment linked to their heightened distress or unusual perceptions.  

Anyone may experience a crisis related to unmet basic needs (such as housing and livelihood), a conflict or dilemma that appears unresolvable, past or present trauma, or a disruption in meaning, identity, connection with others, or participation in community.  Crisis can be personal, interpersonal or collective.  Crisis is identified by the person or persons who experience it, and not by others.  

Mental health services have responded to experiences of crisis with violent forms of suppression, silencing the person and creating a superseding crisis as the person copes with the trauma of psychiatric violence.  Families, communities and agencies such as the police have participated in psychiatric violence and engaged in other forms of disability-based violence in response to crisis.

States have an immediate obligation of cessation under Articles 12, 14 and 15 of the Convention, to end psychiatric violence and other disability-based violence against persons experiencing crisis.  It is not enough, however, to end coercion in existing services, which are based in a medical model that is not conducive to meeting support needs.  

States have a positive obligation to develop, resource and sustain non-coercive crisis support, including peer support (informal support from others who have experienced crisis) and other community-based support outside the mental health system.  This obligation is based in Articles 12 and 19 of the Convention, as support for a person to maintain their life in the community and to exercise their own agency, choice and self-determination notwithstanding their difficult circumstances.  

From a CRPD perspective, support should be understood as relational, solidarity-based, non-medical, not requiring a diagnosis, and grounded in respect for the person’s own knowledge, meaning-making, will and preferences.  Everyone should be encouraged to develop skills needed to support someone experiencing crisis, beginning with kindness and non-violence.  Persons with their own prior experience of crisis should be invited to lead this work by collectivizing their knowledge of support needs and the skills required, practicing and strengthening their own skills and training others.  Such persons should also be invited to lead in the creation of crisis support services that can be available when a person lacks trustworthy support in their informal networks.  

· [bookmark: OLE_LINK3]Scope of legislative reform to end DbV

Legislative reform to end disability-based violence has several components: 
1) with respect to mental health services: 
a. the enactment of legislation requiring a prior affirmative expression of free and informed consent by the person concerned specific to each treatment, intervention, other service, or admission to a hospital or other facility, and capable of being withdrawn at any time; 
i. an advance directive can supply the requisite consent so long as it satisfies the criteria above and the person does not object to its implementation when it would otherwise be put into effect;
ii. for children below the age of 18, a ban should be enacted against the use of psychiatric medications or other intrusive interventions;
b. the repeal of provisions permitting any non-consensual treatment, intervention, service, or admission to a hospital or other facility, along with any related frameworks that regulate non-consensual interventions; 
c. the repeal of provisions permitting the use of restraint or solitary confinement in mental health services, or in any setting when based on mental health frameworks of pathologization;
d. reforms needed to ensure that more permissive standards based on concepts such as ‘danger to self or others,’ ‘therapeutic necessity,’ ‘less restrictive alternative,’ ‘medical emergency’ or ‘best interpretation of will and preferences’ standards are excluded from application in mental health services; and
e. the enactment of provisions requiring thorough review of the safety of psychiatric medications and procedures, their efficacy from the standpoint of users, and the views of users on their continued availability, with a view to discontinuing the production and use of those that cannot be justified, and the strengthening of informed consent materials for those that continue to be used;
2) review and reform of standards for consent in health care, to ensure they comply with the duty to respect legal capacity at all times including in medical emergencies, and conforming to the Convention with respect to criteria for a ‘best interpretation of will and preferences’ and the use of advance directives;
a. such legislation must accommodate the more stringent standards for consent required to prevent non-consensual interventions in mental health services or otherwise as required;
b. ‘Informed consent’ means consent given after being provided with objective scientific information on mechanism of action, all reported adverse effects, effects users consider beneficial and their likelihood, and having had adequate time to consider one’s decision;
c. ‘free consent’ means consent given under conditions that are free from any incentive, disincentive, threat, intimidation, deception, manipulation, coercion, conflict of interest or other undue influence, and entails the right to refuse consent or withdraw it at any time; 
3) the repeal of any provisions that permit the removal or restriction of legal capacity based on actual or perceived impairment, unsoundness of mind, mental capacity or anticipated outcome of a decision;
4) the repeal of any provisions that permit the detention of a person, or the use of solitary confinement, restraints (chemical, physical or mechanical) or other coercive interventions against a person, based on actual or perceived impairment, unsoundness of mind or mental capacity combined with a risk assessment or factors such as severity of impairment or need for care and treatment; 
5) the repeal of provisions related to criminal charges, proceedings, adjudication of culpability, sentencing or other dispositions that permit any form of detention or any restrictive or coercive interventions linked to findings of ‘inimputabilidad,’ ‘criminal insanity,’ or incapacity to respond to charges, participate in proceedings or be held responsible, or for purposes of ‘psychiatric evaluation,’ ‘capacity assessment’ or ‘capacity restoration’;
6) the reform of anti-torture legislation, hate crimes legislation, and ordinary criminal law to encompass disability-based violence, including:
a. ensuring that anti-torture legislation covers psychiatric violence and reproductive violence, without exceptions or limitations based on actual or perceived impairment or decision-making skills (‘mental capacity’), legal capacity, prevailing professional standards or the exercise of medical judgment; [by reproductive violence I mean non-consensual abortion, sterilization or contraception, but leave that to development by others]
b. [content on hate crimes and ordinary criminal law to be developed by others]
7) the enactment of legislation to ensure the availability of remedies, redress and reparation for the violations engaging state responsibility and ensure the availability of remedies, redress and victim services in all instances of disability-based violence;
8) the enactment of reforms to ensure the accessibility of the justice system for persons victimized by disability-based violence, including the recognition of the legal capacity of persons with disabilities to participate and testify, and the availability of procedural accommodations and support in exercising legal capacity in all phases of proceedings, including investigation; and 
9) the repeal or discontinuance of any law, policy or practice that undermines the equal status and rights of persons with disabilities, exposing them to greater risk of exploitation, violence and abuse.

· Conclusions: Themes for conclusions

The extent, scope and true nature of psychiatric violence is not well understood by states, the general public, the legal profession, the mental health system which perpetrates that violence, family members who collude with it, and often survivors themselves.  Its corrosive effects on a person’s self-esteem, relationships, life trajectory, body and health (including withdrawal reactions from stopping the use of a psychiatric drug), may be obvious immediately or may not be apparent until later when trauma reactions and irreversible effects of interventions such as electroshock and neuroleptic drugs interfere with a person’s ability to live well and fully.  These impacts may be experienced by the person as another life crisis, and may be misinterpreted by those around them, especially by mental health professionals and staff of mental health programs, and by family members and others who are aware of their history of psychiatric institutionalization or forced interventions – leading to another round of psychiatric violence.  At best, survivors have supportive friends, family, peer networks, other forms of community, work, spiritual beliefs or cultural values that sustain them through challenges, or they develop these foundational elements for living beyond trauma by participating in peer support and activism in survivor movements and human rights OPDs.  

States should address psychiatric violence from a standpoint in solidarity with survivors and with those whose lives were lost due to the immediate or longer-term effects of drugs, electroshock, restraints, other forced or coercive interventions, as well as suicide as an escape from forced interventions or the despair of living beyond psychiatric violence without recognition or redress.  All measures must be undertaken in close collaboration with survivors of psychiatric violence and their representative organizations and with respect for their leadership in the subject matter.  Measures required include:

1) compiling an accurate record free from any characterization of psychiatric violence from a medical or clinical point of view or notions of ‘therapeutic effectiveness,’ by:
a. believing survivors about the harm suffered, gathering their testimonies as widely as possible through safe spaces designed in close collaboration by survivors and the state’s human rights officials; 
b. gathering and compiling the scientific research available on the effects and mechanisms of action of interventions including electroshock, neuroleptics and other psychiatric drugs, restraints, solitary confinement, disability-based detention and institutionalization; and
c. conducting further investigations as needed from objective scientific and human rights standpoints, characterizing and assessing psychiatric violence as a multiple and complex set of gross human rights violations; 

2) immediate action to fulfill the obligation of cessation of violations with respect to psychiatric violence, by: 
a. nullifying all laws and policies that permit any form of psychiatric violence including:
i. in any mental health settings or in other settings when based on mental health frameworks of pathologization, any detention, any use of restraints or solitary confinement, or any admission, treatment, intervention or service without a specific, prior, affirmative expression of free and informed consent by the person concerned, capable of being withdrawn at any time; 
b. issuing and enforcing directives addressed to all supervisory and subordinate personnel in mental health settings, and other settings as relevant, instructing them to immediately cease all such detentions, restrictive measures, non-consensual interventions and other forms of psychiatric violence; 
c. exercising due diligence to detect, prevent, protect against and redress instances of psychiatric violence outside the scope of state law and policy; and 
d. ensuring that survivors are not further harmed, that their will and preferences are respected, and that they are provided with emergency assistance and any other support they may require to meaningfully exercise choice with respect to remaining in or leaving a mental health setting or other setting, and continuing or discontinuing any treatment, service or intervention; 
3) establishing mechanisms and processes to guarantee the non-repetition of violations and to provide remedies, redress and reparations to survivors, including but not limited to: 
a. the monitoring of measures indicated to end psychiatric violence;
b. comprehensive review of law, policy, practices and the situation of persons with psychosocial disabilities in communities, to determine additional measures needed to guarantee non-repetition of violations and prevent the emergence of new forms of violence;
c. provisions for restitution, habilitation and rehabilitation (free from mental health frameworks of pathologization), compensation, and satisfaction, including formal apologies from the state once violations have been credibly ended; 
d. the option for survivors to seek measures of reparation directly from the state’s mental health authorities, once those authorities have accepted full responsibility and ceased their endorsement, participation in (including tacit acceptance in their supervisory capacity), or promotion of the violations;
e. mechanisms by which mental health professional associations and individual practitioners and staff, and other agencies and individuals, can accept accountability for their part in the violations; and
f. mechanisms to ensure that perpetrators can be brought to justice under any applicable domestic or international law;

4) as a matter of priority, developing, resourcing and sustaining non-medical support practices and services, including crisis support, based on a relational approach and respect for the person’s meaning-making, will and preferences, and ensuring they are widely available in all communities, both urban and rural;
a. ‘practices’ refers to peer support autonomously created by those served, and other forms of community support; and

5) conducting society-wide awareness-raising campaigns to sensitize everyone to the harms caused by psychiatric violence and support the transformation to non-medical support practices and services that are based in a relational approach and fully comply with the CRPD.
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